CFS 2016 State of Illinois CFS:
4/2003 Department of Children and Family Services

Child Name:
CHILD CLINICAL SUMMARY Child 1d#:
R/S/F:

Date of Presentation:
DOB: Age: Gender:
Race/Ethnicity: Language:
Permanency Goal: TPR: [] Yes [] No Sexual Behavior Problems: [] Yes [] No

Family Involvement (include parent and sibling visitation):

Current Placement: Length of Stay:

Most Current 1Q: Anticipated Discharge Date:

Diagnosis: Medication(s):

Youth’s strengths, interests and or hobbies (must list at least three):

Educational Summary (grade, type of programming- IEP or 504 plan, needs):

Emotional/Behavioral Needs:

Service Needs Upon Discharge:

Medical Needs:

Caseworker name: Supervisor Name:

Phone Number: Phone Number:




	CFS 2016State of Illinois
	4/2003Department of Children and Family Services
	CHILD CLINICAL SUMMARY
	Date of Presentation:
	DOB:
	Most Current IQ: Anticipated Discharge Date:
	Educational Summary (grade, type of programming- IEP or 504 plan, needs):

	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Text18: 
	Text19: 
	Text20: 
	Text17: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Text25: 
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Text31: 
	Text32: 
	Text33: 
	Text34: 
	Text35: 
	Text36: 
	Text37: 
	Text38: 
	Text39: 
	Text40: 
	Text41: 
	Text42: 
	Text43: 
	Text44: 
	Text45: 


